Introduction and Background
Pain management is an important component of nursing practice that requires effective training and considerable knowledge of the physiological and psychological bases of pain. Knowledge deficits regarding the principles of pain assessment and management have been cited as the main barrier to optimal pain management in Jordan )Al Qadire & Al Khalaileh, 2014; Batiha, 2014(. Most surveys of nurses' pain knowledge have focused on cancer pain management; little effort has been directed towards other medical illnesses. The aim of the present study is to investigate the knowledge and attitudes of nurses working in different units regarding pain management to provide a broader understanding of its current level in the healthcare system in Jordan.
The main goals of medical treatment are to reduce pain, improve patients' ability to function, and enhance their quality of life )Gordon et al. 1417( explored nurses' knowledge and attitudes regarding pain along with patients' pain using an original tool called the Pain Management Knowledge Test, which they described as "a 31-item, multiple choice test that covers physiology and characteristics of pain, addiction, dependence, tolerance, goals of pain management, and principles of pain assessment and management. " They found that most negative attitudes were related to who controlled analgesic scheduling. The majority of nurses believed that the healthcare provider should be in control of the blood level of analgesics, not the family or patient. In addition, 82% of nurses believed that administering pain medication around the clock might put patients at risk of sedation or respiratory distress. A Korean study investigated nurses' willingness to maximize opioid analgesia in cancer patients )Chang et al., 2005(, and found that nurses' lack of knowledge about opioids affected their attitudes towards cancer pain, with many nurses being specifically reluctant to maximize the doses; only 27.4% of nurses were willing to give the maximum morphine dose for effective pain management. Importantly, these nurses had prior experience with pain management; they were confident older nurses who were familiar with pain assessment tools, knew the effectiveness of opioids, were caring for cancer patients, and were not concerned about addiction. 
Material and Methods

Study design
Descriptive surveys were used to measure nurses' knowledge and attitudes towards pain management. A cross-sectional survey design was applied to explore the participants' level of knowledge and attitude towards pain in hospitalized patients.
Instruments
The KASRP was the main instrument, and each participant completed a self-report nursing information form. We also devised a self-report form to assess the characteristics of the respondents. These characteristics were as follows: )1( recently read a book about pain, )2( attended a course for training on pain and pain management, )3( applied knowledge about pain, )4( used tools to assess pain, )5( years of experience in nursing, )6( area of nursing practice, )7( workplace type, and )8( gender.
Study sample
The convenience sample consisted of nurses working in the hospital in different units. A convenience sample is easily accessible and readily available )Gerrish & Lacey, 2010(. To be included in this study, nurses had to agree to participate, be registered nurses with at least a bachelor' s degree in nursing, and currently providing bedside care at the hospital where they were employed. This excluded administrators and nurses who were enrolled in or had graduated from a graduate program. Study participants were selected and contacted by their nurse managers to arrange a suitable date and time for the researcher to come in and begin data collection procedures. We used convenience sampling to invite nurses to participate in the study after explaining its background and purpose, as well as the content of the survey, and ensuring that their confidentiality would be maintained.
Data collection procedure
We disseminated the KASRP, a cover letter explaining the study content, a consent form, and a return envelope to nurses in different units who agreed to participate. The study participants were also given a short presentation on the study that included an introduction, background, purpose and research objectives, information about the requirements of respondents who consented to participate, and assurances that their confidentiality and anonymity would be maintained and that their participation was strictly voluntary.
A clearly identifiable survey return box was placed at each nursing station ensuring that completed surveys could be returned when a researcher was not on-site. The researchers returned to the nursing stations regularly to collect the completed surveys. Among the 225 surveys distributed over a 2-month period, 202 )89.78%( were returned. The study was conducted in June and July 2014.
Data analysis
All statistical data were analyzed using SPSS version 22 
Ethical consideration
Prior to the commencement of data collection, a formal request for ethical approval was submitted to the ethics committee of each of the four hospitals. The researchers distributed a letter to the manager of each participating unit and requested permission to conduct the study. A copy of the research proposal accompanied each letter and the researchers' phone numbers were made available to the managers. The researchers re-assured the participating nurses that confidentiality and anonymity would be maintained at all times.
Results
Since Data from a total of 202 nurses were analyzed. The sample was compromised of 53% male and 47% female nurses. Overall, 40% of the participants worked at public hospitals, and 60% worked at private hospitals ) Table 2 (. The completion rates of the KASRP survey and self-report form on nursing characteristics were 100% and 97% )202 and 196(, respectively. The descriptive statistics of the self-report form are listed in Table 2 . We found that 62.9% )n = 127( of nurses had not recently read a book about pain, 65.7% )n = 132( had not attended a course in pain education in the past, and 51% )n = 102( had not applied pain knowledge in practice. Slightly more than half of participants had less than 5 years of experience in nursing )57.4%; n = 116(, and a minority )18.8%, n = 38( used objective pain assessment tools every time they performed pain management.
Notably, the means and SDs of the overall KASRP scores for the listed characteristic nurse groups were all relatively low. The highest mean score was 18.16 )for ICU/critical care unit [CCU] nurses(; the other means ranged from 15.64 )for orthopedics nurses( to 17.87 )for nurses who used tools every time they performed pain management(.
The means of the KASRP scores were relatively low and were analyzed in terms of their relation to the self-report form variables )i.e., recently read a book about pain, attending a course for training about pain, applied knowledge about pain, years of experience in nursing, using tools to assess pain, area of nursing practice, workplace type, and gender(. A univariate ANOVA was conducted to examine differences in the overall KASRP score according to each variable. The results are shown in Table 3 . We found no significant main effects for the variables of workplace type, area of nursing practice, recently read a book about pain, attending a course for training about pain, applied knowledge about pain, years of experience in nursing, or gender. However, the variable of using objective tools had a significant main effect )F = 3.593, p < .05(. The LSD multiple comparison test identified the precise categories of using objective tools that dif-fered in terms of KASRP scores. The results are shown in Table 4 . Nurses who used objective tools every time they engaged in pain management had higher KASRP scores than nurses who seldom used these objective tools, while the latter group had higher KASRP scores than nurses who had never used these tools.
Discussion
Our main purpose was to assess Jordanian nurses' pain management knowledge and attitudes. The used KASRP survey should enable us to describe findings from a large group of participating nurses. The survey initially served as a tool to assess nurses' pain knowledge and attitudes; in this study, it was also used to predict, identify, and provide researchers and hospitals with plans for interventions to improve nurses' knowledge and attitudes regarding pain management.
Using the KASRP, we found an average correct answer rate of 41.41% )range: 0.0-75.7%(, suggesting that the sample overall had a weak-to-moderate painrelated knowledge and attitudes. These findings are consistent with those of previous studies that used the KASRP to investigate various nursing populations. Among Turkish nurses, the overall correct answer rate was 39.65% )range: 7.7-80.1%; Yava et al., 2013(, whereas a previous study in Jordan reported a mean correct answer rate of 19.3% )range: 10-72%; Al Qadire & Al Khalaileh, 2014(. In a study comparing oncology and non-oncology nurses using the KASRP, the mean correct answer rates were 43.05% and 42.35%, respectively, with respective ranges of 7-69% and 14-77% )Omran et al., 2014(. Although McCaffery and Farrell )1997( did not designate a "passing score, " Brown, Bowman, and Eason )1999( stated that 80% or higher was an acceptable score by most practice standards, and that nurses who scored lower than 80% had a compromised ability to care for patients experiencing pain )McCaffery & Robinson, 2002(. As it can be seen, when using a 70% level as the passing score in this study, our sample showed serious knowledge deficits and negative attitudes towards pain management. The low mean percentage score on the KASRP suggests the need for frequent educational courses to improve hospital nurses' pain knowledge and attitudes; as such courses have demonstrated improvements in KASRP scores. Abdalrahim, Majali, Stomberg, and Bergbom )2011( used a pre-post design to evaluate the effectiveness of pain education courses in a surgical unit for a group of hospital nurses and found that pain courses improved nurses' knowledge.
Pharmacological pain management is vital in nursing practice, and the KASRP survey contains several items relating to it. Perhaps the most troubling results of our survey were that two opioid-analgesic-related items )25 and 26( were not answered correctly by any of the participants. This finding draws attention to the need for nurses to possess high-quality knowledge in the area of pain management pharmacology in general and of opioids in particular. More generally, the nurses who took part in this study lacked knowledge related to drug routes of administration, dosing, duration, and peak effects. Nurses spend more time with patients and implement physicians' orders. They must be able to interpret dosages, actions, routes of administration, and be cognizant of any adverse side effects of the administered pain medications. Nevertheless, these study findings are similar to those of previous studies that reported that nurses' weakest knowledge and attitudes were pain management pharmacol- Al Qadire and Al Kalaileh )2014( reported that knowledge deficits about opioids among nurses were primarily related to opioid administration policy, which involves a long process of prescribing and dispensing that often discourages nurses from using opioids and ultimately causes patients to tolerate more pain. Another issue involving the administration of this class of drugs is the prevalent fear of using opioids among the population in general; and among patients and healthcare providers in particular. The most common opioid-related fears are of addiction and overdose. Nurses in many countries believe that patients who take opioids for pain are at an increased chance of becoming addicted. However, hospitalized patients can safely receive opioids for a short period without becoming addicted and can even continue taking them after discharge for several days if they are not cancer patients. Thus, low levels of knowledge and negative attitudes among nurses would appear to govern their administration of opioids and influence their ability to control pain. Nurses should employ strategies such as frequent pain assessment to overcome their fear of addiction and to help them understand the effects of opioids. Newer strategies for pain management consist of pain prevention; thus, any patient treated with opioids should be thoroughly evaluated )e.g., is the daily activity level affected, is pain adequately managed, is there any respiratory distress, is there any aberrant behavior, etc.?(. Continuous educational programs for nurses are recommended to maintain appropriate theoretical and clinical knowledge and improve current skills.
The use of assessment tools is one of the factors that might influence nurses' knowledge and attitudes towards pain and could be perceived as barriers. We found that nurses who consistently used objective tools during clinical practice had higher KASRP scores than did those who seldom or never used such tools. These findings highlight the importance of using assessment tools in nursing practice. Many nurses were working in ICUs/CCUs in this study, wherein they often conducted ongoing patient pain assessments utilizing objective tools. This contrasts other studies, which found that pain assessment of critically ill patients was rather infrequent )American The pain assessment issue highlighted by our study results was that just 51.5% of nurses were able to accurately assess patients' pain )item number 31(. Understanding patients' self-reports of pain requires individualized pain assessments, but these cannot be performed without the nurses first approaching the patient with an open mind and believing that the patients' pain is real )Clarke & Iphofen, 2008(. In this study, almost half of the participants had misjudged patients' pain, which may have interfered with the pain assessment process. This issue was particularly illustrated in the KASRP items 37A and 38, which explored nurses' knowledge and decisions about pain assessment. Specifically, these items dealt with the discrepancy between self-reported pain ratings and nonverbal cues, for example: when entering the room "the patient smiles at you and continues talking and joking with his visitor" )item 37A( and the "patient is lying quietly in bed, and grimaces as he turns" )item 38(. These nonverbal cues were both paired with selfreported pain ratings of 8 on a pain scale ranging from 1 to 10, with 10 being the worst pain/or discomfort. 
Limitations
This study has several limitations, which may have influenced the results. Firstly, the data was gathered through a convenience sample at four hospitals. Secondly, the survey questions were all close-ended, and the fact that they used true/false and multiple-choice questions limited the amount of information obtained from the participants. Although these factors limit the generalizability of our findings to other hospitals or nursing populations, our results increase the body of knowledge related to nurses' knowledge and attitudes regarding pain as well as their ability to assess and treat pain.
Relevance to clinical practice
The results of this study will provide educators of hospital nurses in various units with insight into the potential deficits of pain knowledge among hospital nurses, strengthen awareness of pain knowledge through education, promote knowledge of pain assessment tools, develop educational programs that cater for hospital nurses, and focus on expanding nurses' knowledge of pain management. Most importantly, the support of hospital administrators is critical for instituting positive nursing culture changes and making pain management a top priority for nurses.
Recommendations for future research
This study focused on nurses' knowledge and attitudes regarding pain management and represents further research of nurses' current practice on pain knowledge. Assessment in Jordanian hospitals should incorporate selfreported surveys, medical records, and patients' opinions on nurses' knowledge of pain management.
Given the poor pain knowledge and attitudes found in our survey, empirical research in this area should be directed towards identifying effective strategies for improving nurses' knowledge and attitudes regarding pain, which will result in better pain management. Furthermore, qualitative research is needed for in-depth exploration of the personal experiences that influence nurses' perceptions of pain and how they make pain management decisions.
Conclusions
Our results provide new insight into the pain-related knowledge and attitudes among Jordanian nurses who care for hospitalized patients. Overall, our findings are in accordance with previous studies that revealed that nurses have relatively poor knowledge and attitudes regarding pain and highlight the barriers to effective pain management for hospitalized patients. An important starting point for interventions is the finding that nurses who used objective tools during clinical practice achieved higher KASRP and thus exhibited a better understanding of pain management. 
Background: Pain-related cancer creates significant physical and psychosocial burdens for patients. In Jordan there is limited information about patients' with cancer complaints of pain and their coping strategies for this kind of pain.
Aim: The aim of this study is to assess cancer-related pain, identify coping strategies used by a sample of Jordanian patients with cancer experiencing pain, and, to determine the associations between pain, anxiety and depression as well as the association between pain, anxiety, depression, and coping strategies.
Method: A cross-sectional, descriptive, correlation design utilizing interview and structured questionnaire with a sample of 100 patients with cancer at the pain clinic of a specialized cancer center in Jordan. The Pain Rating Scale, Hospital Anxiety and Depression Scale and Cognitive Coping Strategies Inventory were used. Data were analyzed using descriptive, Chi square and multivariate analyses to detect variable associations.
Results: Eighty-three patients reported pain of ≥ 5. 82 patients reported anxiety ≥ 8 and depression ≥ 8 on HADS. There was significant association between pain, anxiety and depression (p < .05). Of the different coping strategies employed there was significant association between pain and anxiety and depression and catastrophizing as coping strategies (p < 0.05).
Conclusion: While many psychological factors influence patients' perception of pain and their resultant behavior this study suggests it would be effective to introduce adaptive coping strategies before patients' pain reached critical levels to reduce levels of anxiety and depression.
Implications
Introduction
Cancer is an example of a chronic illness affecting all aspects of an individual's life. One of the most common symptoms experienced by patients with cancer is pain, whether it is the result of the disease itself, cancer-related diagnostic procedures, cancer-related infection, or disease-related treatments. Pain-related cancer causes significant physical and psychosocial burdens; it is a unique personal experience markedly impacting the quality of an individual' s life. It limits a person' s functional ability, impairs the quality of life and possibly leads to depression and anxiety. Pain is a multidimensional problem, which can be experienced at several levels while known only to the individuals who suffer it. If a patient' s prior experience with pain was distressing the patient' s expectations will be the same toward the new experience and would reveal fear and uncertainty of pain management. Previous research focused on understanding and exploring the unique experience of patients with pain in order to provide suitable psychological interven- Reaction to pain is commonly studied under the term "pain coping" defined as "people' s behavioral and cognitive attempts to manage or tolerate pain and its effects")Brown G., Nicassio P., 1987()Jensen M., Turner J., Romano J., Karoly P., 1991(.Cognitive and behavioral reactions to pain are significant because they affect patient experiences of pain, functional capacity, psychological functioning and may be acquiescent to change brought about by interventions. Different types of coping strategies used by patients in dealing with their pain may be a result of their chronic illness, too )Craighead W., Nemeroff C., 2001(. The study was conducted shortly after the founding of the pain clinic at the King Hussein Cancer Center, where he had a great interest in how to deal with the pain that has always been a concern for patients and doctors. Since the pain has a significant impact on the psychological state, it was important to adapt the study in cancer patients who suffer from pain, the study of the relationship of that more prevalent mental illnesses with cancer )anxiety and depression(. According to Jordan Cancer Registry )2008( the number of reported cancer cases, in Jordan, was 4,606. Managing cancer pain is not a new idea in Jordan. Anesthesiologists, the early advocates of pain management, initially treated using anesthetics along with discussing the importance of opioids and other narcotics for controlling patient pain. King Hussein Cancer Center )KHCC(, a well-known Jordanian cancer center, initiated their pain center-wide pain service after an anesthetist began a successful pain treatment program as a consultant to adult patients. Once this intervention became successful attending pediatricians then organized their own pain management program, which in turn was followed by the creation of anesthesia and pain management depart In Jordan the picture is unclear regarding cancer patient complaints of pain and their coping strategies.
The objectives of the current study are to assess pain and identify coping strategies utilized by a sample of Jordanian cancer patients in pain. In addition, the study will determine associations between pain, anxiety and depression as well as the between pain, anxiety, depression, and coping strategies. Our study is expected to contribute to a better understanding of the coping strategies used by Jordanian patients with cancer suffering from pain as well as our understanding of patient suffering. This study will provide the foundation for future psychological interventions..
Literature review
Pain These same thoughts and behaviors, when utilized to deal with a situation specific to such personal experiences, may be termed coping strategies )Dubey A., Agarwal A., 2007(. Coping strategies can be classified into active )that is controlling or functioning with pain( or passive )that is withdrawal, avoidance, and negative self-statements about pain(. Additionally coping strategies can be divided into cognitive )such as imagination, distraction, negative self statements( or behavioral )engaging in activities or planning rest breaks and some times abusing medications( strategies )Craighead W., Nemeroff C., 2001(. The cognitive component of pain involves anticipation and attention, whereas behavioral component refers to the expression of pain by the patients either verbal or otherwise )Francesca F, Bader P, Echtle D, Giunta F, Williams J. 2007(. These cognitive and or behavioral aspects play a key role in pain perception and how patients adjust to pain. There are different types of coping strategies used by patients to deal with pain and other demands of this unique chronic illness. The type of coping strategy employed, though, contours the judgment with life in general. However, it does not mean coping strategies used with pain, although important, necessarily resolve the problem )Dubey A., Agarwal A., 2007(. Active coping strategies )efforts to function despite the pain( play a part in individual' s perception of quality of life. This type of strategy is a component of both cognitive and behavioral reactions to pain. They are significant because they may impact patients' functioning capacity, psychological functioning yet may be amenable to change brought about by interventions ) Kraaimaat What are the most common coping strategies patients with cancer use to cope with pain? 3.
Are there associations between patients' levels of pain, and anxiety and depression? 4.
Are there associations between patients' levels of pain, anxiety and depression and coping strategies used?
Method
Design
Due to the limited number of epidemiological studies and surveys in Jordan it is important to have descriptive studies to develop baseline data supporting the development of culturally suitable interventions with Jordanian patients. Therefore, a cross-sectional, descriptive, correlation design, utilizing interview using structured questionnaire was utilized, which was anticipated to be more in line with the current study focus.
Setting
The study was conducted in a well-known specialized cancer center in Jordan. The center specializes in screening, and treating cancer with 167 beds and 170 clinics. The health team at the center includes board certified oncologists, surgeons, radiologists, radiation oncologists, pathologists, nurses, and ancillary services. The team cooperatively works to treat patients from diagnosis to the end of the treatment and follow-up.
Population and Sample
The study population includes all patients with cancer complaining of pain. However the accessible population includes patients with cancer visiting the pain clinic at the center. A non-probability, purposive, consecutive sample was utilized between September and October 2009. Patient inclusion criteria included male and female patients with any type of cancer 18 years or older, able to speak Arabic, able and willing to participate visited the pain clinic at the time of data collection. The total sample size was 100 patients.
Instrument
In the current study, three scales were used: The Arabic in order to try and make the pain more bearable" changed to "I imagine that I am changing my place to make the pain more bearable"; item number 8, " I try and imagine that for some reason it is important for me to endure the pain" changed to "I have to tolerate the pain and be patient"; item number 12, " in general, my ability to see things visually in my mind' s eye or imagination is quite good" changed to " in general, my ability and my vision for things is very good"; item number 13, " I develop images or pictures in my mind to try and ignore the pain" to "I develop pictures and imagination in my mind trying to ignore the pain"; item 14, " I might concentrate on how attractive certain colors are in the room or place that I am experiencing pain" changed to "I might concentrate on how attractive certain colors are in the room or place where I complain of pain"; item number 25, " I might try and think that I am over reaching and that my pain is really not as severe as it seems" changed to "I might try and look like I am over reaching and that my pain is really not as severe as it seems"; and item number 30, " I try and preoccupy my mind by daydreaming about various pleasant things such as clouds or sailboats" changed to "I try and preoccupy my mind by daydreaming about various pleasant things such as sun set and spring. A score of 82 or more indicated patients' successful coping behavior, while a score of less than 82 indicated patients' inability to cope. Content validity was established by 6 experts )psychiatric physician; psychologist )PhD( in the academic field; 3 psychological counselors, and psychologist with a Master degree working in the field, and oncology physician. Modification was performed based on experts' suggestions.
Ethical Considerations:
Patients were approached by health care providers' attending the pain clinic and informing them about the purposes of the study and outcomes. If patients agreed to participate they introduced to the researchers. After agreeing with the researchers to participate patients received a cover letter explaining the purposes and outcomes of the study. Patients ensured their participation is voluntary and their withdrawal at any time without any penalty. Patients also assured that all the information will be held confidential with only information related to the study will be published without indication for any personal information. Once there was patient agreement to these conditions the consent form was signed.
Procedure:
Once the Institution Research Board )IRB( permission was granted, patients meeting the inclusion criteria were approached at the outpatient pain clinic. Those agreeing to participate in the study were invited to the psychology service room, whereby they received a package including a cover letter explaining the study purposes and outcomes as well as their signed consent form. The patients were interviewed and completed the questionnaire, which took approximately 30 minutes.
Statistical Analyses
Statistical Package for Social Science )SPSS( for windows version 16.0 was used for data analysis. Descriptive values )Means, Frequency, Standard deviations(, according to the level of measurements, were used to describe the study variables. Chi square test for the comparison of associations between dimensions )pain, depression and anxiety and coping(, and Multivariate analysis were used to investigate the asso-ciation between the study variables )pain, depression and anxiety( on the coping strategies used.
Result
Patents' Demographic Characteristics
A total of 105 patients were approached between September and October 2009. One hundred patients agreed to participate. Five patients chose not to participate in the study because they were experiencing severe pain, and unable to tolerate or participate in the study.
Of the total participants 57 )57%( patients were women while 43 )43%( were men. The mean age of the participants was 46.6 year )SD=15.3 year; R 17-78(. Also )73%( was married. Table 1 shows the demographic characteristics of the patients.
Pain, Depression, and Anxiety:
Using the Arabic Pain Rating Scale to assess patients with cancer pain, the results showed a total of 83 patients reported pain of ≥ 5 while 17 patients had pain < than 5. The mean score of the effect of pain medication in relieving pain was 65 )SD 21; R 20-100(, indicating that although patients received pain management, pain still is a complaint.
For depression the mean score was 11.64 )SD 4.5, R 0-21(, with 82 participants having a depression score of ≥ 8, which indicates a relevant state of depression. For anxiety, the mean score was 11.78 )SD 4.58; R 1-21(, with 82 patients reporting an anxiety score of ≥ 8, thereby suggesting the presence of the relevant state of anxiety.
Coping strategies:
Patients with cancer in the study used different coping strategies. Of the participants 48 patients were not coping with their pain )reported coping score of < 82 
Association between patients' levels of pain, anxiety and depression and with coping strategies used
Chi squared was used to assess association between pain, and depression and anxiety. Of patients who reported pain ≥ 5 on the Arabic Pain Rating Scale the results showed significant association between pain and depression )x2 = 6.64, p <.05( and between pain and anxiety )x2 = 9.34, p<.05(. In addition, there is significant association between those who showed depression and the coping )x2 = 8.63, p <.05( and significant association between those who had anxiety and coping with the illness )x2 = 11.97, p <.05(.
Of the different coping strategies used, there was significant association between pain and catastrophizing as coping strategies )Wald =4.8; p < 0.05(. In addition, using multivariate analysis, anxiety and depression were significantly associated with catastrophizing as coping strategies )Wald =12.2; Wald =5.3( respectively; p <.05.
Discussion
The current study aimed at assessing pain associated with cancer among a sample of cancer patients in Jordan treated at a well known cancer center in the nation and the region. Additionally the study aimed at identifying coping strategies used by patients with cancer who experience pain and to determine associations between patients complain of pain, coping strategies used, and anxiety and depression.
In spite of limited evidence about cancer pain treatment, under treatment of cancer pain in Jordan remains a significant concern requiring attention. This trend was also documented in a previous study )Charles S. Cleeland, Rene Gonin, and Alan K., et al, 1994(. In our study we found a significant number of patients who participated in the study suffered from cancer-related pain. Depression, which in this study was associated pain, is the psychiatric syndrome receiving the most attention in individuals with cancer. However, it is a challenge to conduct research about depression because symptoms occur on a spectrum ranging from sadness to major affective disorder. Addition difficulty researching this topic is mood change may often be difficult to evaluate when a patient is confronted by repeated threats to their life, is receiving cancer treatments, is fatigued, or is experiencing pain )Porter L., Keefe F., 2011(. Depression may be the result of feeling of helpless and or the sense of being controlled by other as health care provider or family and caregiver. Cancer-related depression is a crucial topic to research because as a comorbid illness it complicates the treatment of both depression and pain while also possibly leading to poor adherence to treatment recommendations and subsequent undesirable outcomes)Keefe F., Abernethy A., Campbell L., 2005(.
In this study, the multivariate analysis revealed the use of distraction, catastrophizing and coping selfstatement as three coping strategies in adapting to chronic cancer-related pain. However, if one considers distraction and coping self-statement as active or adaptive coping strategies, this study found neither coping self-statement nor distraction were significantly related to pain or associated with anxiety and depression. However, the study results do emphasize catastrophizing, which is the "tendency to focus on and exaggerate the threat value of painful stimuli and negatively evaluate one' s ability to deal with pain" )p.524()Sullivan MJL., Bishop SR., Pivik J., 1995(, as the most common strategy employed by participants complaining of pain. Giving that catastrophizing is the coping strategy associated with anxiety and depression is consistent with cognitive theory of emotion in which negative evaluations of events )pain( are thought to precipitate distress reactions )Lazarus A., 1999( Catastrophizing, as coping strategy, also tends to be the strategy most research reports as a positive relationship with anxiety and depression )Bishop S., Warr D., 2003( )Wilkie D., Keefe F., 1991(. Passive coping category, as catastrophizing, is associated with poorer outcomes such as decreased physical functioning and increased psychological distress )Smith C., Wallston K., Dowdy S., 1997(. Catastrophizing associated with greater emotional distress )Bishop S., Warr D., 2003( and could contribute to patients' poor adjustment to the disease. The catastrophizing of cancer pain can be considered as a maladaptive coping strategy. During the data collection, when participants were interviewed, the authors recall patients visiting the pain clinic complaining of the disability )physical, psychological, social( caused by pain as well as talking about their experiences with cancer.
Indeed, many psychological factors provoke patient perception of pain and the resulting behavior. Given people usually build their thoughts and perceptions from personal experiences, and may be reflected in their emotions and their behaviors, the idea of maladaptive beliefs about chronic pain can have a negative impact on a patient's adherence and treatment response )Cook A., Degood D., 2006( and some pain beliefs lead to maladaptive behaviors and high level of disability )Walsh D., Radcliffe J., 2002(. This could explain the association between having cancer pain as catastrophizing and complaints of high level and anxiety that participants in this study suffer.
Conclusion and Implications
Our study findings confirm previous studies' results that showed that maladaptive coping with pain would increase anxiety and depression. The current study was limited to a famous national cancer center in Jordan, which limits generalizability of the study. However, the study does provide health care providers a piece of the patient complaint 'picture' thus highlighting the importance of future studies utilizing other patients treated in other care environments.
Recommendations
• It is important to introduce adaptive coping strategies before patients' pain reach critical levels.
• It is very important to assess pain and any related problem, and to include the patients in the discussions regarding treatment of pain.
• Effective pain management should include assessment not only of pain but also of the psychosocial factors that often associated with pain.
• Health care providers need to refer patients to pain specialist and to psychosocial services early for proper intervention focusing on adaptive coping strategies.
• The need to future research related to effectiveness of introducing adaptive coping strategies early in the trajectory of illness before pain becomes a clinical issue.
• The need to similar researches about the pain and another chronic diseases, and it's relation with another mental illnesses.
• The need to future researches about Thinking errors, and Cognitive distortions among Cancer Patients.
